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UTILIZATION OF COLLABORATIVE
CLINICAL EDUCATION PLACEMENTS

ABSTRACT

The purpose of this study was to describe the collaborative model's
utilization, effectiveness, and effect on ease of student placement. Surveys
were sent to academic coordinators of clinical education at all 130 physical
therapy programs in the United States. Four of these surveys were sent as a
pilot study. Of 126 surveys sent, 114 were received for a 90% return rate.
Frequencies of responses were calculated. 75% of respondents report using
the collaborative model. Of those who use the model, 95% reported that it
m et their objectives for clinical education, and 93% reported decrease (24%) or
no change (69%) in difficulty of placing students when using the collaborative
model. In conclusion, the collaborative model is a viable m odel for clinical
education that allows m ore students to be placed at each site without
increasing the difficulty of placing them. Education of clinical site staff is vital
to the success of the model.
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PREFACE
Definition of Terms
Clinical e d u catio n is the portion of a learning experience that takes
place in the professional work setting. A clinical affiliation site is a facility
that works with the university in prom oting the education of students and is
used in clinical education. The academ ic co o rd in ato r of clinical education
(ACCE) is a university faculty m em ber whose responsibility is organizing the
clinical education program. The ACCE is also responsible for planning and
coordinating each student's clinical experience with academic preparation
and evaluating the student's progress. The C en ter C o o rd in ato r of Clinical
Education (CCCE) is a person from the clinical affiliation site who works with
the ACCE in the implementation of the clinical education experience at that
facility. The Clinical In stru cto r (Cl) is a clinician who supervises, facilitates
and evaluates the student's perform ance throughout the clinical experience
(Moore & Perry, 1976).
Physical therapy clinical education program s may vary in many areas.
Some schools use p art-tim e affiliations. With part-time affiliations, a student
may be at a clinical site for half a day or a full day, but will not experience a
full-time, forty hour work week. Other schools use full-tim e affiliations In
full-time affiliations, the student is at the site for a full day, five days a week
(or the equivalent of forty hours a week), for a specified num ber of weeks.
Some schools use both forms of clinical education.
Physical therapy clinical education program s m ay also vary in the
model of placem ent that they use. The trad itio n al m odel for clinical
education uses an individualized approach to clinical education. Under the
traditional model, one student is placed at a clinical affiliation site under one
Cl. This placement is a 1:1 placement, or one student per Cl (Declute &
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Ladyshewsky, 1993). The collaborative m odel for clinical education uses a
cooperative approach. Under this model, two or m ore students are placed at
an affiliation site under one Cl. This placem ent has a ratio of 2JL, or two or
m ore students p er Cl. In this model, the students interact with each other to
work through questions and concerns cooperatively. Here, the Cl serves as a
facilitator in the learning process (Declute & Ladyshewsky, 1993). The term
cooperative learning may be used interchangeably with collaborative learning
(Glendin & Ulrich, 1992). Although the literature does no t always make the
distinction, not all 2:1 placem ents involve collaborative learning. The
difference betw een non-collaborative and collaborative 2:1 placem ents is
whether the CIs facilitate and instruct the students to interact with each other,
and view each other as resources for information and problem solving as
they do in the collaborative model. In the non-collaborative model this does
not occur.
There are different variations to the collaborative m odel and they may
carry different titles, such as the S tu d en t Staffed Clinic (SSC), Planned SmallGroup Experience (PSGE) and the Academic-Clinical Faculty Exchange M odel.
The SSC uses a 2:1 placement ratio for clinical education and takes place in a
clinical environment, two days a week during off peak hours (Emery &
Nalette, 1983).

The PSGE is used for part-time affiliations (Grisetti, 1993).

With the Academic-Clinical Faculty Exchange model, an academic faculty
m em ber accompanies two or m ore students into the clinical setting and
serves as their CL During this clinical affiliation, two clinical faculty
m em bers teach the courses for which the academic faculty m em ber was
previously responsible (Drench & Toot, 1993).
A nother m odel for clinical education that physical therapy or
occupational therapy schools may use is the sh arin g m o d e l. Under this
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model, one student may be working under tw o different CIs. The sharing
m odel uses a li2 placement. Programs typically use such a model to allow
part-time clinicians to serve as clinical educators or to place students in nontraditional settings such as in hom e health care (Gaiptman & Forma, 1991).
Physical therapy programs are not uniform as to the length and specific
content required in pre-physical therapy classes (or undergraduate classes) and
in professional course work. The following profiles are used to describe some
different formats of these programs: 2+2, 3+2, 2+3, 3+3, 4+2, 2+4, 4+1. The
first num ber in the profiles stands for the num ber of years the program
requires for undergraduate or pre-professional studies. The second num ber
represents the additional years of professional course work required.
A person may earn a professional degree in physical therapy through a

undergraduate degree that may take four to five years to earn. There are two
types of graduate level degrees m ost commonly seen, the m a ster's of science

(MPT). The MSFT programs require research and a final product that is
usually a thesis. The MPT programs may or may not require research and
typically do not require a thesis. A person m ay also earn a certificate in
physical th e ra p y through completion of the professional course work at a
university without attending that university for his or her core course work.
The certificate is a post-baccalaureate degree. A new type of program that is in
the process of obtaining accreditation is the d o c to ra te of physical th e ra p y
(DPT). We will not examine this program type in this study. A physical
therapist may earn a ]
through graduate study at a university.

The Com m ission on A ccreditation In Physical Therapy Education
(CAPTE) is the professional organization that is responsible for setting
minimum standards that all FT schools m ust m eet to be accredited.
The A m erican Physical T herapy A ssociation (AFTA) is a professional
organization that works to maintain the CAFTE and its functions. The AFTA
also represents physical therapists and physical therapy assistants w ho choose
to affiliate with the AFTA.
Abbreviations
ACCE- Academic C oordinator of Clinical Education
CAFTE-Commission on Accreditation In Physical Therapy Educabon
CCCE- Center C oordinator of Clinical Education
Cl- Clinical Instructor
AFTA- American Physical Therapy Association
BSFT- Bachelor of Science in Physical Therapy
MSFT- M aster of Science in Physical Therapy
MPT- M aster of Physical Therapy
PSGE- Planned Small-Group Experience
SSC- Student-Staffed Clinic
FT- Physical Therapist
OT- Occupational Therapist
1:1- One student per clinical instructor
2:1- two (or more) students p er clinical instructor
1:2- one student under tw o clinical instructors
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CHAPTER 1
INTRODUCTION
In order to keep up with the increasing dem and for physical therapists
in the work place, physical therapy education program s face the challenge of
expanding the num ber of students they admit. Physical therapy programs, as
well as occupational therapy programs, are finding it difficult to place current
students into the clinical environm ent for their clinical affiliations
(Monahan, 1993; Tompson & Tompson, 1987). Physical therapy programs
may need to address the challenge of limited clinical affiliation sites before
they can expand their class sizes to m eet the need for physical therapists.
In response to the need for clinical education sites, some schools have
tried alternative m odels for clinical education. Traditionally, physical therapy
schools have taken an individualized approach to clinical education. In the
traditional model, one student is placed under one clinical instructor (Cl) at a
clinical affiliation site. The traditional m odel continues to be the m ost widely
used and accepted, although it has not been validated through research to be
the best m ethod (Tiberius & Gaiptman, 1985). The alternative models that
som e physical and occupational therapy schools have experimented with are
the collaborative and sharing models. The sharing m odel for clinical
education involves two CIs sharing one student at a clinical affiliation site.
Education through collaborative m ethods involves using the teacher
as a facilitator of knowledge instead of as the center of knowledge, and
stimulates learning through group effort of the students (Glendin & Ulrich,
1992). A book titled. The Anatomy Of Judgment, by Abercrombie indicates
that medical students acquired faster and better medical judgment if the
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diagnosis was acquired through collaborative efforts. Abercrombie stresses in
her book that diagnosing and making judgm ents occurs more effectively
when people interact instead of individuals working alone.
Collaborative teaming has also been cited for its ability to improve
communication skills, conflict resolution skills, student's self-esteem and
race relation skills of the students involved (Glendin & Ulrich, 1992; Slavin,
1983). Johnson and Johnson (1974) suggested that this model is useful when
scenarios presented to students involve task analysis and problem solving.
Some physical therapy schools and occupational therapy schools have
taken this information and applied it to clinical education, based on its
dem onstrated benefits in the classroom, as well as its implications for
addressing the shortage of clinical education sites (Ladyshewsky, 1993).
Essentially, the collaborative m odel in clinical education means placing m ore
than one student under one Cl (2:1) during a clinical affiliation.
The collaborative m odel of clinical education has been used in a
limited num ber of studies and the results reflect only the experience of those
programs that participated. The extent to which the collaborative model is
being used for clinical education is not known. Also, it is not known w hether
or not the collaborative m odel m eets the objectives set by universities for a
clinical education experience. Furthermore, it is not known if the
collaborative m odel has had an effect on the num ber of available clinical
affiliation sites and if schools using the m odel have been able to admit more
students into their programs. If it is found that the collaborative m odel is
used frequently and effectively, it m ay help decrease the challenge of finding
clinical affiliation sites, and other schools may be m ore willing to implement
it.

The purpose of this study is to identify how many physical therapy
schools are using the collaborative m odel for clinical education exclusively,
or in conjunction with the traditional model, and to identify the effectiveness
of this model, as evaluated by the academic coordinators of clinical education
(ACCEs), in m eeting the objectives set by universities for clinical education.
The ACCEs will be surveyed because of their role in organizing and
implementing clinical education, as well as for their interaction with the
students and the CIs who evaluate them. This study is also being done to
determine whether the collaborative m odel decreases the challenge of finding
clinical placements for clinical education. Essentially the research questions
are: "Are physical therapy schools using the collaborative model exclusively
or in conjunction with the traditional m odel for clinical education?"; "Have
the academic coordinators of clinical education found the collaborative
model to be effective in meeting the goals set by universities for a clinical
education experience?"; and, "Has the collaborative model effected the
num ber of available clinical placements?"
The collaborative m odel for clinical education may address the
challenge of finding clinical education placements and allow schools to accept
m ore students into their program s each year.

Thus, this m ethod m ay have a

positive impact on the shortage of physical therapists in the work place. How
much impact the collaborative m odel has, can only be determined if the
extent of its usage and its effectiveness is known.

CHAPTER 2
LITERATURE REVIEW

The following paragraphs provide a brief description of the studies on
the collaborative model in clinical education. The studies cited here m ay vary
with the type of clinical education upon which each focused (part-time o r full
time), the types of patients seen and the discipline which explored the
collaborative model. The need for alternative forms of clinical education by
many different health care professions has presented us with a variety of
studies from which to cite. Occupational and physical therapy professions are
cited in this study.
In 1993, Solomon and Sanford did a pilot study to determ ine the
suitability, productivity and feasibility of the collaborative m odel (two
students-to-one clinical instructor) and the sharing m odel (one student-totwo clinical instructors) in a hom e care setting. Four physical therapy
students and two CIs participated in the collaborative m odel with each Cl
supervising two students. Two students and four CIs tried the sharing model.
This clinical placem ent was for two, four-week, full-time affiliations.
Through the use of questionnaires, the authors found that although three of
the four students from the collaborative m odel found the experience to be
extremely satisfying, all of the students found it difficult to achieve their
educational objectives. The students participating in the sharing m odel
found the experience to b e m oderately satisfying. The clinical instructors who
participated in the sharing m odel were able the see m ore patients (higher
productivity mean) than were the clinical instructors who participated in the
collaborative model. Both CIs who participated in the collaborative m odel

found it difficult to constantly supervise two students but did indicate that the
students were resources for each other, which seem ed to alleviate som e stress
for the CIs (Solomon & Sanford, 1993). The authors listed the following
advantages to the collaborative model: (a) the students could problem solve
together; (b) the students could use each other as resources; (c) decreased
responsibilities of Cl; and (d) there was a decrease in the num ber of superficial
questions asked by students.
Solomon and Sanford (1993) listed the following as possible
disadvantages to the collaborative model; (a) having two students present
continuously may be stressful; (b) evaluation and feedback m ust b e given to
each student independently; (c) in th e hom e environment the collaborative
m odel was difficult to organize; (d) in the hom e setting there wasn't any
other discipline that the Cl could have the students observe and learn from to
allow the Cl time to get things done; (e) in the hom e setting there were times
when the environment was too crowded to accom m odate the added student;
(f) the full benefits of this model m ay not be realized if the students do not
work together; and (g) this model may not b e appropriate for the less
experienced student. Due to the disadvantages listed above, Solomon and
Sanford did not conclude that the collaborative m odel was a viable
alternative for clinical education in the hom e care setting (1993). Solomon
and Sanford's work is useful for this study because it identifies advantages
and disadvantages to the collaborative m odel and indicates a setting where
the collaborative m odel m ay not b e appropriate.
Grisetti (1993) described an alternative m odel for part-tim e clinical
education in the Journal of Physical Therapy Education. The m odel is a form
of the collaborative model and is titled the planned small-group experience
(PSGE). PSGE is designed so that during the first sem ester of the physical

therapy program, three to four students go to a site with specific objectives,
and one Cl leads them. The students spend half of one day at each of the four
sites. Different groups are form ed for each rotation to ensure that the same
people are not always working together. The students are allowed to work
together in the completion of the objectives but each student turns in his or
her own objectives at the completion of the program. The author cited the
following as benefits of this model: (a) this m odel decreased the problem of
finding part-time affiliations; (b) decreased pressure on CIs because they could
take students at days and times that were convenient for the Cl; (c) the need
for individual assignments was reduced due to the format of the program and
num ber of students at each placement; (d) decreased competition for sites; and
(e) the CIs found the structured format clarified the tasks to be accomplished.
The students and clinicians evaluated the program favorably, and Old
Dominion University has used this program for the past four years (Grisetti,
1993).
Several factors may account for the difference in success between the
PSGE m odel and Solomon and Sanford's study. The different clinical settings
in which the m odels were used, the type of affiliation (part-time or full-time),
and the num ber of students for each clinical instructor could all have affected
the level of success each m odel demonstrated. Both of these models gave
valuable insight as to how the organization, settings, and length of time in
the clinical environment m ay effect the success of the collaborative m odel for
clinical education.
Declute and Ladyshewsky (1993) did a study to determine if physical
therapy students who participated in a collaborative clinical education
placem ent would differ in clinical com petence from students who
participated in a traditional placem ent (one student per clinical instructor).
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The University of Toronto had sixty-four senior students doing eight, fourweek, full-time affiliations of which thirty-eight students were given 2:1
placements (Declute & Ladyshewsky, 1993). The students with the 2:1
placements were paired according to their academic background and grade
point average in an effort to decrease any potential problem s or differences in
student performance. A form called the Evaluation of Qinical Competence
was used to evaluate the clinical com petence of the students after their
affiliations. The clinical com petence scores addressed the following seven
subgroups: patient evaluation, program planning, im plem entation of
treatm ent, communication with patient/fam ily, comm unication and
m anagem ent skills, documentation, and professional behavior. The results
of this study dem onstrated that the students from the 2:1 placem ent achieved
higher scores in all of the categories described. The authors suggested the
collaborative model would serve the following tw o purposes: (a) enhance
clinical competence; and (b) increase the num ber of students that could go to
each site, therefore allowing a greater num ber of students to b e accepted into
physical therapy programs. The authors concluded that the collaborative
model is a viable altemative to the traditional m odel (Declute &
Ladyshewsky, 1993).
Declute and Ladyshewsk/s study was used for full-time affiliations and
was determined to be successful as a collaborative placement. The PSGE
model, described by Grisetti, is used for part-tim e affiliations and is
successfully being used. The successful results of the collaborative model in
part-time and full-time affiliations m ay suggest that it is not the type of
affiliation that determines how successful the m odel is, but that other factors
such as the preparation of the Cl, the setting organization, and
implementation of the m odel may effect the level of its success.

Michael Emery (1983) formed a Student-Staffed Clinic (SSC) to
determine if they could maintain the quality of their clinical education
program while accommodating m ore students with the same num ber of CIs.
The SSC operated for one semester, two days a week during off peak hours of
the day (late afternoon to early evening). Six CIs and twelve senior physical
therapy students participated in this study. The investigators surveyed the
patients, CIs and students after the experience to determine the effectiveness
of the model, the time unit productivity (24 u n its/d ay /staff physical therapist)
and adherence to standards for documentation. The outcom e of this
experience was found to be positive by all the parties involved. The
researchers concluded that this m odel m et the clinical education objectives
and exceeded the department's standards for quality assurance, patient care,
productivity, docum entation and student supervision, as well as patient
satisfaction.

The Medical Center Hospital of Vermont's physical therapy

clinical education program has continued to use the Student-Staffed Clinic
m odel.
The Student-Staffed Clinic (SSC) above and the planned small-group
experience (PSGE) model as described by Grisetti, are both forms of the
collaborative model that are currently being used for part-time affiliations. In
contrast, the two models are designed differently and the num ber of days in
which the students are in the clinical environment is different. These
similarities and differences m ay indicate that the collaborative model can be
organized in different ways and still be successful.
Tiberius and Gaiptman (1985) did a study to determine what the
advantages and disadvantages of the 1:1 and 2:1 m odels were and if any
advantages of the 2:1 model have been overlooked. They also wanted to
obtain the student's evaluation of the experience and to determine if there

were any strategies that a Cl could use to overcome the disadvantages of the
2:1 model. The experiment consisted of seven weeks of part-time clinical
affiliations with ten occupational therapy students who were randomly
selected to participate in each of the clinical education placements. The
investigators independently interviewed and surveyed the students and CIs
at the end of the affiliation. The results indicated that the CIs saw a balance
between advantages and disadvantages of the 2:1 model but were unable to
identify all of the benefits of the 2:1 m odel identified by the students. The
authors listed the following as benefits of the 2:1 model as described by the
students and the university: (a) emotional support from the other student ;
(b) students received added help in learning; (c) students had opportunity to
discuss concerns; (d) students received feedback from each other; (e) a decrease
in the num ber of superficial questions asked by the students; (f) the students
were able to test ideas on one another; (g) the students were able to compare
their performances; (h) the students w ere given the opportunity to work on
their interaction skills; (i) the students were able to learn how to be sensitive
to each others needs; and (j) the students learned how to express themselves
better.
A disadvantage the authors found was that nonproductive
competitiveness was experienced when students were compared by the Cl,
when one student dom inated the experience, and when students did not
share ideas or give constructive feedback. The authors also listed the
following as disadvantages to the 2:1 model: (a) difficulty sharing patients;
and (b) dependency of one student on another.
Tiberius and Gaiptman concluded that the 2:1 placement model could
be a viable altemative to the traditional model, however that it would take
greater planning to implement. The authors suggested that the increased
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number of students per Cl m ay not b e the issue, but that perhaps, it is the
implementation of supervision strategies to help CIs handle the increased
number of students that m ay detenmine its success.
The results of the study by Tiberius and Gaiptman are consistent with
the studies described above. Their study was used for occupational therapy
students, and the 2:1 model was found to be successful by the authors. This
indicates that the collaborative m odel may be useful for clinical education
programs of professions other than the physical therapy profession.
Richard Ladyshewsky (1993) did a pilot study to determine the
satisfaction of students and CIs with the 2:1 (student:CI) placem ent m odel of
clinical education. Thirty-eight senior physical therapy students and nineteen
clinical instructors participated in th e four week, full-time affiliation. The
investigators did not inform the students that their placem ents may be a 2:1
placement until after they chose their affiliation site. Academic background
and cumulative grade point average w ere used to match the students. The
clinical affiliations were in the orthopedic, neurologic and cardiorespiratory
settings.
Through the use of a questionnaire, Ladyshewsky found that CIs of
different specialty areas reported different levels of ease in implementing this
model. The inpatient orthopedic affiliations had the easiest time
implementing the program, w hereas the neurology and cardiorespiratory CIs
found the model to be equally difficult or more difficult to implement than
the 1:1 model (Ladyshewsky, 1993). Sixty-eight percent of the CIs found this
model to fulfill the students' learning objectives and to b e a better learning
experience than the 1:1 model. The overall impression of seventy-eight
percent of the students was that of good-to-outstanding. The author found
the following to be factors that would affect the success of this model: (a)
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pairing students who are at different levels could be a concern; (b) a lack of
patient load or variety could alter the student's impression of the experience;
(c) finding CIs to participate in this model could be difficult; (d) the practice
setting could influence the success of the model; (e) how well the CIs delegate
their patients, could play a role in how stressful this m odel would be for
them; (f) with patients waiting to be seen and the shortage of staff,
administrators may be reluctant to free up staff for this purpose; and (g) CIs
must be sure that comparisons m ade between students d o not affect their
evaluation (Ladyshewsky, 1993). The author concluded that the 2:1 placem ent
model is a viable alternative to the traditional model.
The results of Ladyshewsky's study were consistent with Solomon and
Sanford's study in that the practice setting in which the collaborative model is
used m ay have an influence on how successful it is found to be. In
Ladyshewsky's study, it was the cardiorespiratory and neurology settings in
which the collaborative m odel was less successful, and with Solomon and
Sanford's study, it was the hom e care setting. Ladyshewsky indicated that the
CIs from the neurology and cardiorespiratory settings maintained the
majority of their case loads. Ladyshewsky also concluded that better case load
delegation may eliminate som e of the implementation issues of the 2:1
model for different practice settings (1993). By delegating the majority of the
case load to the students, the Cl has m ore time to supervise treatm ent and
facilitate learning. The hom e care setting may have space limitabons which
may explain why the collaborative model was less successful here. This
information is valuable because it identifies the settings where the
collaborative m odel may not b e a better altemative to the traditional model.
Drench and Toot (1993) performed a pilot study in 1985 on a type of
collaborative m odel called the Academic-Clinical Faculty Exchange Model. In
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this model a faculty m em ber from the university supervised six physical
therapy students on their clinical affiliation and served as their Cl, while two
clinicians went to the university and served as instructors. The students
began their clinical affiliations at different times throughout Northeastern
University's winter and spring quarters. The university and affiliation site
did not exchange m oney using this model.
The students com pleted two surveys at the end of the affiliation; one to
evaluate the experience and one to evaluate the clinical instructor. The
students were evaluated through the use of the clinical evaluation form.
Drench and Toot designed three additional questionnaires which the ACCE,
center coordinator for clinical education (CCCE), and the students completed
at the end of the experience. The investigators used the questionnaires to
evaluate the exchange m odel further. Also, the ACCE, CCCE, participating
staff at the affiliation center. Cl and students all participated in formal
interviews in order to learn their perceptions of the experience along with
any concerns and benefits they m ay have experienced.
The results of this study were positive and indicated that this model
was, at minimum, equally as effective as the 1:1 m odel for improving clinical
competency. The students increased their clinical com petence and growth
through this experience and believed the supervision m et their needs over
eighty percent of the time. The authors suggested that because the hospital
was involved in the model, the "guest-in-house" syndrom e m ay have been
reduced. This syndrome was described in the article as what m ay be
experienced by the ACCE, CIs and CCCEs when physically o r socially on the
other's "turf." The authors found that this m odel takes a lot of
communication and commitment from the academic and clinical faculty.
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The authors found this m odel to be a viable alternative to the traditional
clinical education model, of one student per clinical instructor.
Each of the studies that have been cited gives new insight as to the
effectiveness of the collaborative model. As dem onstrated by the StudentStaffed Clinic, the Planned Small-Group Experience, and Tiberius and
Gaiptman's study, the collaborative m odel m ay be designed differently for
part-time clinical affiliations and still be successful. Declute and
Ladyshewsky's study. Drench and Toot's study along with Ladyshewsky's
study all dem onstrated that the collaborative m odel m ay be used successfully
for full-time clinical affiliations as well as part-time. Solomon and Sanford's
study and Ladyshewsky's study both helped identify settings in which the
collaborative m odel may n o t be the ideal m odel to b e used for clinical
education; the hom e care, cardiorespiratory and neurology settings. Overall,
the collaborative m odel in clinical education has several advantages and m ay
be a viable alternative to the traditional model.
The studies described above provide valuable information for this
study because they identify different m ethods of applying the collaborative
model, as well as som e advantages and disadvantages to it's application.
There are, how ever no studies identifying how m any schools are using this
model, and if it m eets the schools objectives for clinical education. It is also
not known if using the collaborative m odel has decreased the challenge of
placing students into the clinical environm ent for clinical affiliations. This
lack of information can be a strength and weakness to this study. The
weakness being that there is little with which to com pare the design and
results of this study. The strength is that the results of this study will provide
new information that may assist schools in finding alternative ways of
providing clinical education.

CHAPTER 3
METHODS
This study was designed to determ ine if physical therapy schools are
assigning two or m ore students to a clinical instructor in addition to, or
instead of, the traditional m ethod of one student per clinical instructor and if
Academic Coordinators of Clinical Education (ACCEs) find these collaborative
m ethods to be effective in achieving the objectives for clinical education as set
by the university. In order to accomplish this a survey was conducted of the
ACCEs of all the accredited physical therapy schools in the United States of
America as given by the American Physical Therapy Association (AFTA) in
the 1993 Directory of Physical Therapy Education Programs and the Decem ber
1993 Educational Programs Bulletin. A total of 130 subjects were surveyed.
The researchers believed that a mailed survey was the m ost efficient and
unbiased way to reach all of these subjects based on time and m oney
involved.
Survey questions addressed dem ographic information about the school
and the ACCE, utilization of collaborative and traditional clinical education
m ethods as to when, how many, and how often, and the effectiveness of
these m ethods in obtaining the objectives for clinical education set by the
university (see Appendix B). Each survey was assigned a num ber for the
purpose of anonymity, and that number was used throughout the study.
The researchers received approval of the survey from the Human
Subjects Review Committee at Grand Valley State University before it was
sent to the subjects. Prior to data collection, a pilot survey was conducted
with four program s to determ ine the validity and reliability of the research
14
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tool. All four schools surveyed responded to the pilot study. From the
information they provided, minor changes were m ade to the final survey.
Data from the pilot surveys was not used in the results.
Surveys were mailed on O ctober 3,1994. Subjects were given two
weeks to complete the survey. After that time, reminder postcards were sent
to those thirty-seven ACCEs who had not responded. Four additional weeks
were allowed for late surveys, after which time (November 21, 1994), no other
surveys were accepted. A high return rate was expected since the sample
consisted of physical therapy educators who are directly affected by the
shortage of clinical education sites.
Data was entered into MYSTAT for Macintosh Computers.
Frequencies and percentages were calculated and rounded to the nearest
whole num ber to obtain descriptive, statistical results. This m ethod of
analysis allowed the investigators to accurately describe the utilization and
effectiveness of collaborative clinical education techniques as viewed by the
ACCEs.

CHAPTER 4
RESULTS
Subject and Demographic Information
One-hundred-thirty surveys were sent. Four surveys com posed the
pilot study and that data was excluded from the results. Of the remaining 126
surveys, 114 surveys were received before the deadline for a return rate of
90%. Only one survey was unusable because a majority of the questions were
left blank. Therefore, 113 of the ACCEs surveyed provided usable data for
analysis.
Sixty-six percent of ACCEs who responded had from 0-2 or 3-5 years of
experience in their cunent position, and 85% held a Masters Degree as shown
in Figure 1 and Figure 2.

Figure 1 : Number of Years as ACCE
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Figure 2; Highest Degree Held by ACCE
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Of the physical therapy schools represented by respondents 57% offered
entry level Masters programs while 48% offered Bachelors program s as
shown in Figure 3.

Figure 3: Degree Offered by School
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Respondents were asked to categorize their program by the number of
years spent in general, pre-professional course work and the num ber of years
spent in the professional part of the program. These results are summarized
in Table 1.
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Table 1
Number of Years Spent in General Course Work and Professional Program

Professional

Percent of

course work

course work

respondents

2 years

2 years

28%

2 years

3 years

13%

3 years

2 years

6%

3 years

3 years

13%

4 years

2 years

12%

4 years

1 years

General

Other

-

no response

-

0%
26%
1%

Respondents presented a variety of alternative formats in the "other"
category for this question with pre-professional course work ranging from 1
year to 4 years and professional course work ranging from 2 to 5 years.
Most of the programs represented by the respondents (55%) accepted 3039 or 40-49 students in 1994 with 8% accepting m ore than 80 (see Figure 4).
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Figure 4: Number of Students Accepted in 1994
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WTien asked how many sites their schools currently affiliate with the
ACCEs reported a range of responses from 25 to 700 sites. Figure 5 further
defines this data.

Figure 5: Number of Affiliation Sites
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utilization of the Collaborative Model of Clinical Education
W hen asked to report all m odels of clinical education used, 100% of the
ACCEs reported using the traditional model of one student to one clinical
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instructor. In addition, 80% reported using the sharing model, one student to
two clinical instructor, and 73% reported using the collaborative m odel of two
students to one clinical instructor. Table 2 further describes the results.

Table 2
Placement Models Used for Clinical Affiliations

Placement Model
(students : clinical instructors)

Percent of respondents
using each model

1:1

100%

1:2

80%

2:1 collaborative

73%

2:1 non-collaborative

48%

>2:1 collaborative

6%

>2:1 non-collaborative

2%

N ote: For the rem ainder of the p aper the 2 (or more) students : 1 Cl
collaborative model for clinical education will be referred to as the
collaborative model.
Five of the seven respondents who reported using the greater than 2
students to 1 Cl collaborative m ethod of placement also reported using the 2
student to 1 Cl collaborative m ethod while two of the seven did not.
Therefore, these two respondents were added to the total num ber of
respondents using the collaborative model, bringing that total to 75%.
Those who did not use the collaborative model were asked why they
did not use it. The majority answered that unwilling clinical instructors (CIs)
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were the reason. Table 3 further describes this data. Seven respondents
answered this question even though they did use the collaborative model.
Perhaps their responses indicate why they are unable to use this model more
frequently. Those seven responses were included in the results in Table 3.

Table 3
Reasons Given For Not Utilizing Collaborative Placements

Response

Percent of respondents

unwilling clinical instructors

65%

never considered it

12%

not viable, does not meet objectives for affiliation

9%

no need for more sites

6%

unwilling students

3%

no response

15%to

The remaining questions only pertained to the 75% who use
collaborative placements for clinical education. However, five ACCEs who
did not report using collaborative placem ents responded to the remaining
questions regarding utilization of this m ethod. Some wrote on their surveys
that they had previously used or were beginning to use this model. All
responses were analyzed as follows.
In order to determine how much the collaborative m odel was utilized
by these schools, questions were asked regarding length of time the m odel
had been in use and percentage of placements that used the model. Seventyfive percent of respondents had only used the m odel for two o r fewer years
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(see Figure 6), and 88% of respondents reported that collaborative placements
m ade up only 1 to 10% of the total clinical education placements (see Table 4).

Figure 6: Experience With Collaborative Placements
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Table 4
of Total Placements That W ere Collaborative in The Fast Year

Collaborative placements

Percent of respondents

1-10%

88%

11-25%

9%

26-50%

1%

51-75%

0%

>76%

0%

no response

1%
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Eighty-eight percent of respondents who used collaborative placements
used them in 4-8 week affiliations (Figure 7), and 96% of collaborative
affiliations were full-time in nature (Figure 8).

Figure 7: Length of Collaborative Affiliations
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Figure 8: Utilization of Collaborative Placements:
Full-time vs. Part-time
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Further questions regarding the utilization of collaborative placements
revealed that the majority of students placed on these affiliations were either
on interm ediate (77%) or final (88%) affiliations. See Figure 9.

Figure 9: Utilization of Collaborative Placements
by Affiliation
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Also, 58% of the programs surveyed reported that they did not match
students based on strengths, weaknesses, or academic background for
collaborative placements. Thirty-seven percent reported that they did match
their students for these placements, and 4% failed to respond to this question.
Figures 10 and 11, respectively, address the settings and types of
affiliations m ost frequently used with collaborative clinical education
placem ents.
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Figure 10: Settings for Collaborative Placements
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Figure 11: Types of Collaborative Placements
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EffectLveness_.QL Collaborative PlacementsJuXJinical JEducatlon
Ninety-five percent of respondents reported that collaborative
placements met the objectives for clinical education set by their schools.
None of the respondents reported that collaborative placements failed to
meet their schools' objectives for clinical education. Four percent of
respondents elected not to answer this question.
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The majority of respondents (69%) reported that at the completion of
collaborative placem ents the com petency of participating students was equal
to that of students completing traditional T.l affiliations (see Table 5).
Twenty-two percent did not answ er this question and com m ented that they
were unable to make such a judgment.

Table 5
Competency of st

Competency after
collaborative placem ent

Percent of
respondents

higher than that of students completing 1:1 affiliations

7%

equal to that of students com pleting 1:1 affiliations

69%

less than that of students com pleting 1:1 affiliations

2%

no response ■

22%

W hen questioned as to w hether using the collaborative m odel has
allowed their schools to accept m ore students into their programs, 96% of
respondents reported that it has not, and 3% failed to respond to this
question.

Base of Placement W hen Utilizing Collaborative Model of Oinical Education
All ACCEs surveyed w ere asked how they would rate the difficulty of
placing students on clinical affiliations regardless of placem ent m odel used.
The majority (75%) reported that they found it "somewhat difficult." Figure
12 further describes the results of this question.
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Figure 1 2 :
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The 75% of ACCEs who reported using the collaborative placement
model were asked what the result of using this m odel was on the relative
ease or difficulty of placing students on clinical affiliations. The majority
(69%) reported that they found n o change in the difficulty of placing students
since they had been using this model, and 24% reported decreased difficulty
placing students (Figure 13).
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Figure 13: Results of the Collaborative Model on
Ease of Students Placement
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The main reason given for not using collaborative placem ents was
unwilling clinical instructors (see Table 3). ACCEs who do use the
collaborative m odel reiterated this point. When asked if they had difficulty
finding willing clinical instructors to participate in collaborative placements,
81% reported that they did. Figure 14 further describes the results.

Figure 14: Is it difficult to find willing CIs to
participate in collaborative placements?
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When asked if they prepared clinical instructors to facilitate
collaborative placements 73% of the responding ACCEs reported that they did.
Only 25% reported that they did not prepare their clinical instructors, and 2%
failed to respond to the question. The m ethod used to prepare clinical
instructors varied am ong respondents. The majority of respondents reported
using workshops, conferences, consortiums, inservices, or continuing
education courses to prepare clinical instructors for collaborative placements.
Providing written information, references lists, o r informational video tapes
to clinical instructors prior to affiliations was another m ethod of preparation.
The ACCEs who responded also reported using in-person and telephone
discussions as well as site visits to help prepare clinical instructors. Finally,
establishing networks with other clinical instructors who had previously
used collaborative placem ents successfully and soliciting post-affiliation
feedback from clinical instructors were two other m ethods given.
W hen asked to com m ent on the satisfaction of clinical instructors after
participating in a collaborative placem ent 14% did n o t comment, again
reporting that they did not feel they could make a judgm ent on this issue.
However, 85% of respondents reported that clinical instructors' satisfaction
after a collaborative placem ent w as increased or n o t changed from previous
levels. Only 1% found Cl satisfaction to be decreased (see Figure 15).
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Figure 15: Cl Satlsfation with Collaborative Placements
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Comments by Respondents
Thirty-one percent of all respondents w rote com m ents on the surveys.
Some reported that they or their sites were very concerned and cautious about
using collaborative placements for clinical education, although they did not
present their reasons. However, the m ajority of respondents reported
successful use of collaborative placements and very positive student feedback.
One ACCE reported that after a collaborative placement, students felt that
they had learned m ore than on traditional affiliations (one student to one
clinical instructor).
Some reported that collaborative learning, in general, was very
beneficial and that it was utilized in other areas of the academic program as
well as the clinical portion. One respondent did not know if "matching"
students for collaborative placements was necessary. "Students need to work
in different settings with all different personalities, and they must learn to
collaborate with those different from themselves."
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Several comments were m ade regarding specific utilization of the
collaborative model. This model m ay not b e so new, as one respondent
reported going on a collaborative placem ent consisting of six students and
one clinical instructor as a student ten years ago. Another respondent
reported using a five student to two clinical instructor placement in the acute
care setting. Others reported that based on their successes with collaborative
m odels they would be expanding the use of this m odel in out-patient
orthopedics and acute care settings, placing students on initial as well as final
affiliations.
One ACCE reported sending 30 pairs of students on collaborative
placem ents this past year. The students volunteered for these placements and
were allowed to pick their partners. The feedback from this was very positive
and next year this program will be sending 60 pairs of students on
collaborative affiliations. A benefit of collaborative placements as seen by one
respondent (who is in need of 12-15 sites for an upcoming affiliation) is that it
would help accom m odate more students in fewer facilities and allow the
school to build stronger relationships vdth those facilities.
Respondents reported that success of the collaborative model depended
on several things, including the objectives of the clinical site and the
students. As one respondent reported, if the objectives of the clinical site
were short term and centered around problem solving goals then student and
clinical instructor satisfaction increased. If the students' objectives were to
becom e independent then collaborative placem ents work well. Other
reported necessities for the success of the collaborative model were strong
administrative support and willing, skilled clinical instructors.
Most who gave comments reported that it was not the job of the ACCE
or the school to dictate how many students went to each site. The sites

32

themselves decided how many students they would accept for each rotation
and, therefore, what models of clinical education would be used. Many
respondents reported that their primary obstacle to the utilization of this
model was reluctant clinical instructors. As one ACCE reported, there is a
"common thread of belief" that having two students would be m ore difficult.
This respondent stated that once these reluctant clinical instructors tried the
collaborative model, 75% liked it and found it to be no more difficult than the
traditional m odel of one student to one clinical instructor.
A great need was reported by many respondents for education of the
CCCEs, CIs, and the managers of the clinical sites. Caseload delegation was
the primary topic respondents felt that the site staff needed to be educated on
to ensure success of the collaborative model and satisfaction of all involved.
Another need seen by respondents was the need to expand the collaborative
model in areas such as pediatrics to fulfill the school's objectives and the
students' interests. One ACCE reported that the greatest need for placements
resides in in-patient acute and in-patient rehabilitation settings. This ACCE
found that the greatest resistance to collaborative models was in the in
patient acute care setting. The respondent attributed this to the
unpredictability of this setting in regards to scheduling patients and staff and
early discharge of patients.
In general, the repondents w ho com m ented on their surveys were very
positive about their experiences with the collaborative model, and they
reported trying to expand its utilization. They m ade it clear, however, that
the sites, not ACCEs, m ade the decision as to what placement model was
used. The major obstacle to the utilization of this model was unwilling CIs.
The respondents reported that education of the site staff was vital to the
success of the model.

CHAPTERS
DISCUSSION
This study was designed to address three questions. The first question
addressed the extent to which physical therapy schools are using the
collaborative model for clinical education. Analysis of responses indicates
that 75% of physical therapy schools are using the collaborative model. The
second question addressed the effectiveness of the collaborative m odel in
meeting the objectives set by the schools for clinical education. Responses
indicate that the collaborative m odel m eets the objectives set by the schools.
None of the respondents (0%) answered that it did not m eet their objectives.
The final question addressed the effect that the collaborative m odel has had
on the num ber of available sites and, therefore, the ease of student placement.
Twenty-four percent of respondents reported decreased difficulty of student
placement with the use of the collaborative model.

Utilization of the Collaborative Model for Clinical Education
The majority of respondents (75%) use the collaborative m odel for
clinical education. However, 88% of those who use the m odel are not using it
extensively (only 1-10% of all clinical placements). Most of the respondents
(75%) have been using it for less than two years. This brings up an interesting
question. Why is the collaborative model not being used m ore frequently
and extensively? Responses to specific questions as well as written comm ents
on the survey indicate that unwilling clinical instructors are the main reason.
Eighty-one percent of respondents to this study reported difficulty finding CIs
to participate in the collaborative model. This is consistent with Ladyshewsky
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(1993) who stated that finding CIs to participate in this model could be
difficult and viewed it as a potential disadvantage of the collaborative model.
A comment m ade frequently by respondents was that the site, not the
ACCE, determines the type of clinical placement. Also, respondents reported
that site education regarding implementation strategies for the collaborative
model and com plete Cl caseload delegation are vital to the success of the
collaborative model, as well as the satisfaction of the Cl. Most of the
respondents (73%) who use the collaborative model for clinical education
prepare their clinical instructors for these placements. The m ethods used in
preparing the CIs vary. The literature indicates the need for Cl education as
well as some specific topics to address. Tiberius and Gaiptman (1985)
suggested that Cl education about implementation of supervision strategies
for the collaborative m odel m ay aid in its success. DeClute and Ladyshewsky
(1993) suggested that Cl preparation could play a role in the success of the
model. Ladyshewsky (1993) also indicated that how well CIs were able to
delegate their patients to th e students could play a role in how stressful this
type of placement may be for the Cl. The results of our study and the
literature suggest that education of the Cl, the CCCE, and the site
management is vital to the success and utilization of the model.
Some variables about students placed on collaborative affiliations were
also addressed by this study. The majority of respondents who use the
collaborative m odel reported using it with students in their interm ediate
(77%) a n d /o r final (88%) affiliations. However, it is also used widely in initial
affiliations (45%).

The literature also shows the collaborative m odel to be

used successfully with all levels of students (Emery, 1983; Grissetti, 1993;
Ladyshewsky, 1993). This suggests that the collaborative model can be used
effectively with all levels of physical therapy students.
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Most of the ACCEs who reported using the collaborative model (58%)
do not m atch students on the basis of strengths, weaknesses or academic
background for collaborative placements. Thirty-seven percent match their
students based on these criteria. The literature indicates that the collaborative
m odel can be successful in either situation. DeClute and Ladyshewsky (1993)
found the collaborative m odel to be effective when students were matched
based on academic background and grade point average to prevent potential
problem s or differences in student performance.

However, other studies

cited in the literature review did not indicate m atching student on any basis
and found the collaborative m odel to be effective (Drench & Toot, 1993;
Emery, 1983; Solomon & Sanford, 1993; Tiberius & Gaiptman, 1985). In the
comment section of our survey one respondent reported using the
collaborative m odel to place 30 pairs of students who were allowed to choose
their own partners. This placem ent technique was so successful that this year
the ACCE will be placing 60 pairs of students using the sam e method.
Another respondent felt that matching was unnecessary as students need to
learn to work in different settings with all different personalities, and they
need to leam to collaborate with those different from themselves. The results
of our study concur with the literature in suggesting that matching students
for collaborative placem ents m ay b e beneficial, although not necessary, for the
success of the collaborative model. Further research on student matching
using a control group of non-m atched students in collaborative clinical
placem ents is indicated.
In our study, the use of the collaborative m odel was also examined in
regards to nature, length, and type of placement, as well as setting. Most
collaborative placem ents (96%) were full-time while only 25% were part-time
in nature. The literature showed the collaborative m odel being used

36

successfully in both part-time (Emery, 1983; Grisetti, 1993; Tiberius &
Gaiptman, 1985) and full-time affiliations (DeClute & Ladyshewsky, 1993;
Drench & Toot, 1993; Ladyshewsky, 1993). Most of respondents (88%) report
using the collaborative model in 4-8 week placements. However, this may be
the m ost com m on length of affiliation in general. The relevance of length of
affiliation is questionable to the success of the model. The literature implies
that the length and nature (part-time or full-time) of the affiliation do not
impact the success of the model.
The ACCEs who use the collaborative m odel reported using it most
frequently in the following settings: in-patient rehabilitation (84%) and acute
(74%) and out-patient care (63%). These num bers are significant when
com pared to the other settings: hom e health (4%) and school (9%). Although
it appears that the collaborative m odel is used less in the school and home
health settings, these settings may not be commonly used with any m odel of
placement. However, Soloman & Sanford (1993) found that the collaborattve
model was n o t successful in the hom e health setting for several reasons as
reported in the literature review.
The m ost com m on types of placem ent used with the collaborative
model are neurological (87%) and orthopedic (76%) while fewer reported
using the collaborative m odel in cardiopulm onary (23%) and pediatric
placements (26%). Again it is not known what the overall percentage of these
specific types of placements are. Ladyshewsky (1993) reported that the
collaborative m odel was less successful in cardiopulmonary and neurological
settings. He attributed his findings to the lack of case load delegation by the
CIs and not the type of placement used. Ladyshewsky also reported successful
use of the collaborative model in orthopedic placements. Research on the
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utilization of the collaborative model in pediatric placem ents is indicated as
there is nothing in the literature on this type of placement.
One respondent in our study com m ented that the collaborative model
needs to be expanded to include other environments such as pediatrics. The
respondent stated that this was necessary to fulfill the schools’ need to place
students in different environments and to satisfy the students' interests in
other areas of physical therapy. From our study, the success and efficacy of the
collaborative model with different settings and types of affiliations cannot be
determined.

However, the success of the collaborative model could be

inferred in those settings and types of affiliations that were reportedly used
m ore than others. Further research needs to b e done to determine which
settings and types of placements are m ost conducive to the use of the
collaborative model.

Effectiveness of Collaborative Placements in Clinical Education
The second area addressed by our survey pertained to the effectiveness
of the collaborative model in obtaining the objectives set by the universities
for clinical experience. Ninety-five percent of the respondents found the
collaborative m odel to be effective in m eeting their objectives for clinical
education. None of the respondents reported that the collaborative m odel
did not m eet their objectives. Several respondents com m ented on their
success with the collaborative model. Com m ents on our survey also indicate
that students are very satisfied with collaborative placements and that their
personal learning objectives are m et with the use of this model.
Emery (1983) found the collaborative m odel to not only m eet the
objectives for clinical education but to exceed the departm ent's standards for
quality assurance, patient care, productivity, documentation, student
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supervision, and patient satisfaction. Although Solomon and Sanford (1993)
did not recom m end the use of the collaborative model in the home care
setting, the students participating in the collaborative placements found that
their objectives were met. Also, 68% of CIs participating in Ladyshewsky's
study reported that the collaborative m odel fulfilled the students' learning
objectives (1993). According to the results of our study and the literature, the
collaborative m odel can successfully m eet the educational objectives for
clinical affiliation.
To further define the effectiveness of the collaborative model, the
clinical com petency of the participating students was examined. The majority
of respondents reported that the clinical com petency of students participating
in collaborative placements was equal to (69%) the clinical competency of
students participating in traditional placem ents (one student to one clinical
instructor). A large percentage of respondents (22%) elected to leave this
question blank. Some comments m ade on the survey indicate that the
respondents are reluctant to make a judgm ent on this issue due to lack of
objective data. Drench and Toot (1993) found that the collaborative model
was, at a minimum, as effective as the traditional m odel in improving
clinical com petence of students. DeClute and Ladyshewsky (1993) found that
students participating in collaborative placem ents had higher clinical
competency scores than students participating in the traditional model.
According to the results of our study and the literature review, the
collaborative model is at least as successful as the traditional model in
developing students' clinical competency.
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Ease of Placement W hen Utilizing Collaborative Model of Clinical Education
The results of our study Indicate that, for m ost respondents, utilization
of the collaborative m odel either decreases (24%) or does not change (69%) the
difficulty of placing students in the clinical environment. This information
could be beneficial to those ACCEs who have difficulty placing their students
and are reluctant to try the collaborative m odel for fear it will increase their
burden. Perhaps the difficulty of placing students would be even further
decreased if the collaborative m odel was used m ore frequently and more
extensively than was found by this study. This is a potential area for further
research.
The decrease in difficulty of placem ent found by our study is consistent
with the literature. Grisetti (1993) found the collaborative m odel to decrease
the problem of finding part-tim e affiliations. DeClute and Ladyshewsky
(1993) found that the collaborative m odel would allow an increased num ber
of students to go to each site and, therefore, allow a greater num ber of
students to be accepted into physical therapy programs. However, none of the
respondents from our study reported that the use of the collaborative m odel
has allowed them to admit m ore students into their physical therapy
programs. Again, this could b e due to the low percentage of placements that
are collaborative (1-10%) as found by our study. Perhaps the collaborative
m odel is not used extensively enough to effect a change in the num ber of
students schools are able to admit. Although, there are several factors that
play a role in the num ber of students admitted, the effect of the collaborative
m odel on student admission is an area that needs to be studied further.
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Limitations and Implications for Further Research
One limitation of this study is that the results are based on the
subjective opinion of the ACCEs. The objectivity of responses is unclear
especially regarding the effectiveness of the model and clinical competency of
students.

This is expressed by the num ber of ACCEs who were reluctant to

answer those questions. A nother limitation is our basic assumption that the
ACCEs determine whether or not the affiliations are traditional or
collaborative. Sometimes the decision to use the collaborative model is m ade
by the site with or without prior knowledge of the ACCE. Therefore, the
extent of utilization of the collaborative model is determined by more parties
than were surveyed. A future study surveying the CCCEs a n d /o r CIs may
further describe why the collaborative m odel is not used more extensively.
As this is a descriptive study, cause and effect relationships regarding
the effects of the collaborative m odel cannot be established. This m ay b e
better accomplished by further research. We did not attempt to fully identify
the specific ways in which the respondents utilized the collaborative model.
For further research, it may be beneficial to describe the m ethods of
utilization of the collaborative model in order to establish specific protocols
for collaborative clinical education that are successful. This would assist
other schools that are beginning to use the collaborative model and those
already using it to do so m ore effectively and extensively. Further research is
also indicated to examine the effectiveness of the traditional model as well as
other non-collaborative m odels for clinical education. These m ethods are
being used but their effectiveness has not been proven.
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C onclusion
In summary, this study indicates that the collabor ative m odel is a
viable model for clinical education as it m eets the objectives set by the
universities and is effective in establishing students' clinical competence.
The collaborative m odel is used effectively with all levels of students from
initial affiliation to final affiliations and with part-time and full-time
placements. Matching students for collaborative placem ents does not appear
to impact the success of the model. Certain settings and types of affiliations
are used m ore frequently with the collaborative model. Also, use of this
model does not increase difficulty of placing students.
Now that the extent of usage and effectiveness of the collaborative m odel
are known more schools can use this model and know its benefits.
Unwillingness of CIs, CCCEs, and site managers limits the use of the
collaborative model. Site staff m ay not fully understand the goals and
implications of this model. Therefore, site education about the purpose and
implementation of the collaborative m odel is indicated. Education may
increase utilization of the collaborative m odel and make the experience
successful and satisfying for all involved. Future identification of successful
protocols for using the collaborative m odel m ay also increase effective use of
the model.
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Grand Valley State University
Marston and Talbot Thesis
c /o Department of Physical Therapy
Fieldhouse 152
Allendale, Michigan 49401

UNIVERSITY
1 CAMPUS DRIVE • ALLENDALE MICHIGAN 49401-9403 • 616^95-6611

Dear Academic Coordinator of Clinical Education;
I am writing you on behalf of two Physical Therapy students from Grand
Valley State University in Allendale, Michigan. As a requirement for completion of
a Masters of Science degree, these students are doing research which focuses on the
utilization of collaborative models for clinical education (two or more students to
one clinical instructor) as well as the effectiveness of this model as seen by ACCE's.
With the increase in demand for physical therapists there is a need to admit more
students to physical therapy programs. In order to facilitate this, ACCE's need to
maximize the number of dinical education placements without compromising the
effectiveness of these placements.
You have been chosen to participate in the pilot of this survey because of your
position as ACCE. The students have made the assumption that taecause of your
position you are actively involved in placing students in clinical sites as well as
following up on their progress on these affiliations. If they have assumed
incorrectly, please forward the enclosed questionnaire to the appropriate individual
at your earliest convenience.
Please complete the survey and feel free to make comments on anything you
find ambiguous or confusing to help these students improve their survey. Because
you are in the pilot group for this survey the information you provide will not used
in the study. However, your input will help to establish the validity and reliability
of the survey, and it will be greatly appredated.
Thank you in advance for your prompt response and partidpation in this
study. Please complete and return the questionnaire in the enclosed envelope by
September 16, or at your earliest convenience.
Thank you again for your help.
Sincerely,
Jane Toot PT, PhD.
Director of Physical Therapy
Grand Valley State University
You m ay direct any questions o r com m ents to th e above address o r call Sandie
M arston at (616) 774-2198 or Sally Talbot at (616) 667-1744.
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Grand Valley State University
Marston and Talbot Thesis
c /o Department of Physical Therapy
Fieldhouse 152
Allendale, Michigan 49401

UNIVERSITY
1 CAMPUS DRIVE • ALLENDALE MICHIGAN 49401-9403 • 616/895-6611

Dear Academic Coordinator of Clinical Education
I am writing you on behalf of two Physical Therapy students from Grand
Valley State University in Allendale, Michigan. As a requirement for completion of
a Masters of Science degree, these students are doing research which focuses on the
utilization of collaborative models for clinical education (two or more students to
one clinical instructor) as well as the effectiveness of this model as seen by ACCE's.
With the increase in demand for physical therapists there is a need to admit more
students to physical therapy programs. In order to facilitate this, ACCE's need to
maximize the number of clinical education placements without compromising the
effectiveness of these placements.
You have been chosen to participate in this survey because of your position c.:
ACCE. The students have made the assumption that because of your position you
are actively involved in placing students in clinical sites as well as following up on
their progress on these affiliations. If they have assumed incorrectly, please forward
the enclosed questionnaire to the appropriate individual at your earliest
convenience.
By completing and returning the enclosed questionnaire, you are giving your
consent for the students to include the information you provide in their study.
Reports and subsequent studies will not discuss individual responses but will
include only group data. The questionnaires have been numbered to ensure
confidentiality. Furthermore, numbering will facilitate data collection by allowing
the students to send follow-up reminders without identifying the facilities that have
already responded.
Thank you in advance for your prompt response and participation in this
study. Please DO NOT place your name or the name of your institution anywhere
on this questionnaire. Please complete and return the questionnaire in the enclosed
envelope by October 17, 1994 or at your earliest convenience.
Thank you again for your help.
Sincerely,
Jane Toot PT, Ph.D.
Director of Physical Therapy
Grand Valley State University
You m ay direct any questions o r com m ents to the above address o r call Sandie
M arston at (616) 774-2198 or Sally Talbot at (616) 667-1744.
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utilization of nnllahnrattvft Qinical Education Placements
Marston and Talbot Thesis, Grand Valley State University
1. How long have you been Academic Coordinator of Clinical Education at this facility?
a . 0-2 yrs
b . 3-5 yrs
c . 6-8 yrs
d . >8 yrs
Z What is your highest degree earned?
a
Bachelors
b.
Masters
c
Doctorate
3. What type of degree d o es your program offer? (check all that apply)
a . Certificate
b . Bachelors
c . Masters, entry level
4. How many years of your program are spent in general course work and how m any years are spent in
the professional prrogram?
a .__ 2 yrs gpneral and 2 yrs professional
b .__ 2 yrs general and 3 yrs professional
c.__ 3 yrs general and 2 yrs professional
d .__3 yrs general and 3 yrs professional
a __ 4 yrs general and 2 yrs professional
f. 4 yrs general and 1 )T professional
g
other. Please describe__________________________________________________________
5. How many students did your program accept in 1994?
a.
b.
a
d.
e.
f.

<30
30-39
40-49
50-59
60-69
7 0 -7 9

g

>80

6. How many sites do you currently affiliate with?____
7.

How would you rate the difficulty of placing students for clinical affiliations?
a .__ very difficult
b . som ew hat difficult
c not difficult

8. What placement modelfs) do you use for clinical affiliations? (Check all that apply)
a.__ 1 student ; 1 clinical instructor
b .__2 students : 1 clinical instructor, collaborative (students work together)
c 2 students : 1 clinical instructor, non-collaborative (students do not work
together)

d .__ 1 student : 2 clinical instructors
e.__>2 students : 1 clinical instructor, collatxjrative
f.__ >2 students : 1 clinical instructor, non-collaborative
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9. If you d o not use 2(or more) students:! cünlcal instructor, coHaboratlve placements what is th e mam
reason?
a
never considered it
b . unwilling clinical instructors
c. no need for more sites
d . not viable, does not m eet o u r objectives for affiliation
a
unwilling students
f. N /A we use 2:1 collaborative placements
• If you dOJOoLuse 2(OTm ore) students : I cSinkal instructor, coBaborative placements then you have
com pleted th e survey. Thank you, and please feel free to make com m ents on this model of dinical
cducatkan fdaccment o r this shufy on th e back side of th e survey.
* If you riO-Use 2(or m ore) students:! clinical instructor, collaborative placem ents please continue with
th e survey.
ID. If you use 2(or more):! collaborative placem ents, how long have you used them?
a __<_2 yrs
b.__3-5 yrs
c __ 6-8 yrs
d.__> 8 yrs
!1. In the past year, what percentage of your placements have been 2(or more):! collatx)native?
a . 1-10%
b . 1!-25%
c . 26-50%
d . 5!-75%
e . > 76%
ÏZ Do you prepare clinical instructors in how to facilitate 2(or more);! collaborative placements?
a. yes. How?
_________________________________________________________
b no
13. How long are the affiliations for which you use the 2(or more):! collaborative placement methods?
(check all that apply)
a. ! wk. or less
b . 2-3 wks.
c
4-8 wks.
d . > 8 wks.
!4. Do you use the 2(or more):! collaborative placement model for clinical education for (check all
that apply):
a . full tim e affiliations (40 hours per week)
b . part time affiliations
15.

In what setting do you use 2(or morekl collaborative placements?
a.
in-piatient rehabilitation
b . in-patient acute
c
out-patient
e.
hom e health
f. school
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16. W hat lyp>e of affiliation do you use 2(or more 1.1 collaborative placements? (check all that apply).
a.
orthopedic
b . neurological
c.__ cardiopulmonary
d .__ pediatric
17. At w hat level are the students whom you place in 2(or m orell collaborative affiliations? (check
all that apply)
a.
initial affiliation
b.
interm ediate affiliation
c.
final affiliation
18. When you place students in 2(or more);l collatrarative affiliations, do you match them tiy strengths,
weaknesses, an d /o r ar.?demicbackgrourid?
a. yes
ti no
19. Has using 2(or more):l collatrarative placements allowed you to take m ore students into your
program?
a .__yes
b . no
20. At the completion of a 2(or more):l collatrarative affiliation the overall com petency of the
involved students is;
a .__ higher than competency of students completing 1:1
affiliations
b .__ equal to the competency of students completing 1:1
affiliations
c __ less than the competency of students completing 1:1 affiliations
21. Do these 2(or more):l collatrarative placements meet the objectives set tiy your university for
clinical education?
a.__ yes
la.__ no

22. Which of the following have you found to be the result of using 2(or more):l collatrarative
placements? (checkone)
a .__ increase satisfaction of clinical instructors
b .__ no change in satisfaction of clinical instructors
c __ decrease satisfaction of clinical instructors
23. Which of the following have you found to be the result of using 2(or more):l collatrarative
placements? (checkone)
a.__decrease difficulty placing students
b.
no change in difficulty placing students
c __ increase difficulty placing students
24. Do you have difficulty finding willing clinical instructors to participate in 2(or more):!
collaborative placements?
a-__yes

b.

no

Thank you for taking the time to com plete this survey. Please feel free to use the back of the page to
write additional comments atraut your experience with, or opinion on, the collatrarative placement
model of 2 o r more students with 1 clinical instructor.
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D ear A cadem ic C oordinator of Qinical Education,
Recently you should have received a survey questionnaire regarding the
two students to o n e clinical instructor model of clinical education. If you
have already co m p leted and sent back the questionnaire, please disregard
this rem inder. Otherwise, if you could find th e time to respond, your input
would be greatly ap p reciated in validating this study.
Thank you for y our participation in our researuh. Your tim e and help are
greatly a p p reciated .

Sincerely,
Sandie M arston and Sally Talbot
G raduate Students, G rand Valley State University

